ABDOMINAL TUBERCULOSIS IN CHILDREN.
was, apparently, in good health. When sitting down to dinner in the evening she complained of a tight feeling across the forehead and neck; she immediately vomited and lost consciousness within a few minutes. She did not recover consciousness and died four hours from the onset.
In this case also the frothy fluid did not appear in the mouth until one hour after the beginning of the attack, the lungs became gradually waterlogged, the lower lung showing more numerous rAles than the upper when the patient was lying on her side. The blood pressure was slightly raised, being 140 mm. systolic, and the heart was definitely hypertrophied. In this case also a specimen of urine was not available, as the patient had passed it involuntarily at the onset of the attack. When her relatives arrived it was ascertained that she had had scarlet fever three years ago and had been subsequently put on a diet from which meat was excluded owing to high blood pressure. The From the point of view of treatment it is of little or no importance to differentiate between human and bovine strains of tubercle bacilli when we are faced with a child whose abdomen has become the seat of a tuberculous lesion. Whether his condition is due to swallowing milk from a tuberculous udder or to sucking a toy which bears upon its dusty surface dried human tubercle bacilli, the course of the disease and the treatment necessary remain the same.
DIFFERING CHARACTERISTICS OF THE DISEASE.
Into the classical divisions of abdominal tubercle it is not my purpose to enter; in practice the distinction between the ascitic, caseous, and nodular forms is far less clear than perusal of textbooks would suggest. Usually the abdomen presents characteristics of all forms-one may dominate the picture but the others are not absent, and they are all to be regarded as differing responses to the same infection. At the same time cases are met with in which one form is peculiarly intense. As an example of this, the rare form of acute ascites may be mentioned. The child affected with tubercle may react so violently to the invasion as to produce a picture strongly suggestive of the acute abdomen with high fever, rapid pulse, rapid distension of the abdomen with fluid, and a boardlike resistance of the abdominal walls. When such an abdomen is opened nothing is found except a varying number of miliary tubercles upon the peritoneum, a large quantity of clear or opalescent fluid, and some matting of intestinal folds. These cases are so uncommon that laparotomy remains the wisest course, although if the condition could be diagnosed without inspection of the peritoneum, such a step would be unnecessary.
As a contrast to this rare form of disease, a far more common type may be mentioned-i.e., localised glandular infection. This leads to symptoms which are essentially chronic; very often they lead to the diagnosis of chronic appendicitis-a label which is suggested by the complaints of recumrrng pain in the abdomen, localised vaguely or clearly according to the mental development of the child to the right iliac fossa, by irregularity of bowel function, signs of general ill-health, and occasional febrile attacks with or without vomiting; on examination indefinite resistance in the appendix region may serve to emphasise the suggestion that the appendix is at fault. Such reasoning is probably correct in the case of an adult; in the case of a child it is far more likely to be wrong. Operation will reveal one or a few caseous or calcareous glands in the region of the ileo-caecal valve with local redness of the peritoneum investing them; the appendix will probably be found to be above suspicion. This simulation of chronic appendicitis by tuberculous adenitis deserves to be more widely appreciated. In case of doubt it is well worth while having X ray plates taken in two planes; the antero-posterior view will reveal the presence of a calcareous gland and the lateral view may show that it is lying among the contents of the abdomen rather than upon its wall. Excision of such glands is indicated when the symptoms to which they give rise are severe; in many cases they become firmly encapsuled and cease to give rise to trouble as the child grows older and reliance can with safety be placed upon general measures.
" Consumptive BoweUt."-A diagnosis much in favour among mothers of young out-patients very rarely denotes tuberculosis. Far more often the symptoms are due to flatulent dyspepsia, excess of carbohydrates in the food, and rickets. A swollen belly in a child is not due to tubercle unless it contains evidence of fluid, matting of soft contents or some kind of a lump.
Coeliac disease may ape very closely the signs and symptoms of abdominal tuberculosis; it is suggested by the bulk of the motion and the practical impossibility of digestion of fat in any form, it is just as common in the child of the well-to-do parents who exercise scrupulous hygienic care as in the relatively neglected child of the hospital out-patients' department. The bulk and pallor of the motions in these children usually first arouse a suspicion which is strengthened by the stunting of growth (amounting in some cases to infantilism) and the signs of general ill-health. There is nothing definitely characteristic about the motions of the tuberculous child which can be noted as a diagnostic feature; their two most striking features are their irregularity and their foulness; blood and mucus are rarely seen unless there is ulceration of the lower bowel-an event which occurs long after the diagnosis has been established.
TREATMENT.
It is essential to recognise that abdominal tuberculosis is slow in healing; 12 months is the minimum period necessary to establish a cure. Tuberculin is rapidly losing favour; it is becoming realised that it is a weapon of some danger and that the cases that do well on tuberculin will do well without it. Putrefaction of bowel contents is to be prevented by reducing meat and eggs, by administration of charcoal and an occasional dose of a mercurial aperient. Inunctions of mercury have a real value in cases associated with marked ascites; laparotomy and drainage of fluid are occasionally advisable.
With these exceptions reliance is to be placed rather upon general measures to increase the natural resistive and immunising powers of the body.
Rest is of prime importance; it must be made clear from the outset that the child will have to remain in bed or on a wheeled couch for at least six months; nothing can take the place of this, and if necessary the whole routine of the household must be made subservient to this rule. At the end of this period, if the temperature has remained normal for six weeks, gradual relaxation of the law of rest can be allowed.
Sunshine is the second great weapon, real if possible, artificial if this cannot be obtained. In the early stages of treatment great care is necessary to avoid an overdose; this care cannot be relaxed until pigmentation has developed strongly. It is well to proceed by gradual stages-shade-light, sky-light, sunlight, and to expose small areas of the body at first and for ten minutes at a time only. It is not necessary to concentrate the rays upon the abdomen; sunlight produces general effects upon the body which are of greater importance than its local effect upon the seat of disease.
In the cure of abdominal tuberculosis in children we can do much by the removal of hindrances to recovery such as intestinal putrefaction and absorption of poisons, but good results are to be expected only through the natural reparative properties of the child's tissues aided by complete rest and careful sunning. 
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